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tA 75-year-old woman had been suffering for 1 year from
severe nasal obstruction, anosmia and rhinorrhea resistant
to medical treatment. She had no history of asthma orFigure 1 CT, coronal slice.
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llergy. Rhinoscopy found large pink polyps obstructing
oth nasal fossae, up to the nostril oriﬁces. Fig. 1 shows
he sinus CT scan, and Fig. 2 the anatomopathologic
spect.What is your diagnosis?
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he coronal CT slice (Fig. 1) shows polypoid opacity on either
ide of the nasal septum, ﬁlling and distending the olfactory
lefts; the ethmoid labyrinths, on the other hand, shows nor-
al ventilation. The image is typical of respiratory epithelial
denomatoid hamartoma (REAH) of the olfactory clefts [1].
REAH is a histopathologic entity ﬁrst described by Wenig
nd Heffner in 1995 [2]. Its origin in the olfactory clefts
as ﬁrst suggested in 2004 [3]. Fig. 2 shows that the
esions consist of pseudo-glands, resulting from invagina-
ion of the superﬁcial respiratory epithelium. They are
omposed of pseudostratiﬁed ciliated epithelium containing
ucosecreting cells. The chorion may contain inﬂammatory
nﬁltrate composed of mononucleated and a few eosinophil
ells. They contrast in this with sinonasal polyposis (SNP),
n which there are few intrachorionic glands, limited by a
embrane of normal thickness and without connection to
he surface epithelium. Within the chorion, the proportion
f eosinophil polynucleated cells is much lower than in SNP.
The functional signs of REAH resemble those of SNP,
sually featuring nasal obstruction or anosmia, but less
esponsive to general corticosteroids.
On clinical examination and endoscopy, REAH is a dif-
erential diagnosis for SNP, being usually bilateral. CT
ndicates suspicion of REAH, showing opacities on both coro-
al and axial slices, enlarging the olfactory clefts and usually
redominating anteriorly. Intra-ethmoid opacities indicate
ither simple ethmoid retention or true associated SNP, to be
ifferentiated on endoscopy and particularly during endo-
copic surgery.
In unilateral or predominantly unilateral forms, histology
as sometimes been taken to suggest inverted papilloma,
denocarcinoma or, more exceptionally, olfactory neurob-
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astoma, probably because of lack of awareness of REAH,
hich was only recently described, although the histo-
ogic characteristics are generally clear to well-informed
athologists. Usually, however, if not suggested by the clin-
cian, the diagnosis of REAH will be overlooked, and the
esion mistaken for a simple inﬂammatory polyp on histology.
The anatomic origin of REAH in the olfactory clefts needs
o be known, ﬁrstly because it enables the clinician to sug-
est the diagnosis, which nevertheless requires conﬁrmation
y a well-informed pathologist; and secondly because dis-
ection takes the surgeon straight to the cribriform plate,
ith a potential risk of meningeal complications. REAH of
he olfactory clefts without associated SNP can be removed
ithout ethmoidectomy. Resection of these olfactory clefts
esions with SNP developing in the ethmoid labyrinths,
owever, complicates surgery. The etiopathogeny of REAH
emains unknown.
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